ABSTRACT We investigated perceptions of stigma and barriers associated with accessing mental health services among active component U.S. Air Force officer and enlisted nursing personnel (N = 211). The Britt and Hoge et al Stigma scale and Hoge et al Barriers to Care scale were administered via an anonymous, online survey. Stigma items pertained to concerns that might affect decisions to seek mental health treatment. Most of the sample agreed with the items "Members of my unit might have less confidence in me" and "My unit leadership might treat me differently." Approximately 20% to 46% agreed with the other four stigma items. Officer nursing personnel were significantly more likely than enlisted to agree that accessing mental health services would be embarrassing, harm their career, or cause leaders to blame them for the problem (p 0.03 for each comparison). Getting time off from work for treatment and scheduling appointments were perceived as barriers by 41% and 21% of respondents, respectively. We conclude that proportions of Air Force nursing personnel reporting concerns about potential stigmatizing consequences of seeking mental health care are substantial and similar to ranges previously reported by military service members screening positive for mental health problems after deployment.
INTRODUCTION
Perceptions of stigma and barriers to care may deter service members from seeking mental health services (MHS). 1, 2 In studies of soldiers and marines, these perceptions existed in service members without a mental health disorder and significantly increased when a disorder was present. [1] [2] [3] [4] [5] [6] [7] Although perceptions of stigma and barriers to accessing MHS have been examined in soldiers and marines after a deployment to Afghanistan and Iraq, [1] [2] [3] [4] [5] [6] relatively little is known about these perceptions among U.S. Air Force (USAF) personnel, and no studies have examined these perceptions among military nursing personnel. Armed services nursing personnel provide a wide range of health care services to active and reserve component service members. If military nursing personnel harbor attitudes and beliefs about MHS stigma and barriers, those concerns cannot easily be dismissed as reflecting a lack of familiarity with the day-to-day realities of military health care. In addition, beliefs about stigma and barriers to accessing MHS may deter nursing personnel from accessing MHS and, thus, have the potential to adversely affect the health of caregivers, their level of readiness, and the retention of these highly trained and experienced personnel.
Stigma Associated With Seeking MHS
Stigma is a potential deterrent to service members seeking MHS. [1] [2] [3] 5, [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] Perceived stigma related to seeking MHS may cause service members to believe they may be treated differently by leaders or that leaders may have decreased confidence in their ability to perform assigned duties; service members may also be concerned that they will be perceived as weak or malingering or that seeking MHS may cause harm to their career. 1, 2, 4, 7, 8, [14] [15] [16] [17] [18] [19] [20] [21] These beliefs are based on perceptions about the severity of illness, their ability to cope with a mental health issue without professional assistance, and whether family, peers, and leaders would support a decision to seek treatment. 20 Service members who might seek mental health treatment may also self-stigmatize based on their understanding of mental illness and treatment seeking. 22 Fears that seeking MHS leads to labeling and poor career progression persist, 8, 15 despite research showing that military leaders generally support subordinates accessing MHS. 8, 23 Although these perceptions were expressed by soldiers and marines of all military grades, 8, 24 junior enlisted soldiers (grades E-1 to E-4) were more likely to express these fears during a series of focused interviews at six Army installations. 8 Perceptions of stigma may also exacerbate stressors and the symptoms of a mental illness. 25 To avoid the labeling associated with stigma, service members may deny symptoms or choose not to seek MHS. 22 There is limited evidence that stigma associated with seeking MHS increases after a deployment. In a study of soldiers (n = 2,678), those who had deployed were more likely to perceive that their leadership would treat them differently compared with soldiers who had not previously deployed (24% vs. 20.6%; p 0.05). 26 Previously deployed soldiers were also significantly more likely than those not previously deployed to perceive seeking MHS as embarrassing and cause them to be seen as weak. 26 Of potentially greater concern, soldiers serving in Brigade Combat Teams or infantry units and marines serving in Marine Expeditionary Forces or Regimental Combat Teams, who screened positive for a mental health disorder (i.e., PTSD, depression, or anxiety) after a deployment to Afghanistan or Iraq occurring between 2003 and 2009 were more likely than were those who screened negative to express perceptions of stigma or barriers to accessing MHS. (Table I) . [1] [2] [3] [4] [5] [6] These perceptions may deter service members most in need of help from accessing MHS.
Barriers Associated With Seeking MHS
Service members face additional barriers that influence their decision to seek MHS. Barriers to care include factors that interfere with or may negatively influence a service member's ability to seek treatment, such as a lack of knowledge of resources, inadequate transportation and financial resources, and inability to schedule and have time to seek treatment. 2 A review of service members' self-report of barriers to care demonstrated these perceptions are likely to increase when a mental health disorder is experienced (Table I) .
The specific aim of this investigation was to assess perceived levels of stigma and barriers associated with accessing MHS among officer and enlisted nursing personnel in the USAF. Because no similar research with military nursing personnel was found in the literature, the study was primarily descriptive and exploratory. Therefore, we did not predict the extent to which nursing personnel would express concerns about stigma or barriers to accessing MHS. As there was limited evidence in the literature, we did not hypothesize there would be any differences in perceptions of stigma or barriers to accessing MHS based on military grade or other variables (e.g., previous deployment, previous use of MHS).
METHODS

Participants
After receiving institutional review board approval, active component USAF nursing personnel assigned to a Medical Wing in the southern United States were asked to complete an anonymous, online survey. Members were assigned to multiple inpatient and outpatient locations. During the study, the Medical Wing was in the process of consolidating patient services, and USAF nursing personnel were being integrated with health care personnel from other service branches at these locations.
Sample size requirements were estimated for comparisons of group means or proportions using G*Power 3. 27 For an independent means t test, group sizes of 64 were sufficient for 80% power to detect a standardized mean difference of 0.5 SD, and group sizes of 100 were sufficient to detect a standardized mean difference of 0.4 SD (corresponding to a point-biserial correlation of r = 0.20 at a two-tailed a of 0.05). For differences in proportions, we used a proportion of 0.20 as an expected value, as this was the median baseline proportion for stigma and barriers items reported by Kim et al. 6 Group sizes of 147 per group were sufficient for 80% power to detect a significant difference of −0.12 and 60% power to detect a difference of +0.12 from that baseline.
At the time of the study, 403 registered nurses (RNs) and 686 medical technicians were assigned to the Medical Wing. A sample of 211 (111 RNs, 98 medical technicians, and 2 unknown grade) participated, for an overall response rate of 19.4% (RNs = 27.5%, medical technicians = 14.3%).
Measures
The survey began with demographic questions about gender, age group, marital status, ethnicity, and race (Table II) . Additional questions were asked to assess whether participants had ever accessed MHS (yes/no), military grade (E1 to E4, E5 to E6, E7 to E9, or Officer), and previous deployment for a contingency operation since September 11, 2001 (yes/no). If participants indicated they had deployed for a contingency operation, they were asked whether they had received an expeditionary medal after that deployment (yes/no). The award of an expeditionary medal would indicate a deployment to a initially used three items to assess stigma associated with medical and psychological screening among service members returning from a deployment to Bosnia. These items were extended by Hoge et al 2 into the present six-item form and used to assess stigma associated with accessing MHS among service members returning from deployments to Afghanistan and Iraq. Hoge et al 2 developed the five-item Barriers to Care scale to assess barriers to accessing MHS.
All 11 items (Table III) used the stem "Rate how much you agree or disagree with each of the possible concerns that might affect your decision to seek treatment for a possible mental health concern." Each item was rated on a 5-point Likert scale (1 = "Strongly disagree" to 5 = "Strongly agree"). All items for each scale are weighted evenly, and scale scores are calculated by summing the score for each item and then dividing the summed score by the number of items answered. 5, 6, 28 The internal consistency of the Stigma scale was strong (Cronbach's a = 0.89); the reliability of the Barriers to Care scale was weak (Cronbach's a = 0.66).
As has been done in most studies using the Stigma and Barriers scales, we also conducted item-by-item analyses in which "Agree" or "Strongly agree" responses were categorized as stigmatizing or barriers and "Neither agree nor disagree," "Disagree," or "Strongly disagree" responses were categorized as not stigmatizing or not barriers. [1] [2] [3] [4] [5] [6] For dichotomized items, Kuder-Richardson estimates of internal consistency were 0.82 for the Stigma scale and 0.44 for the Barriers to Care scale.
Procedure
Airmen assigned to the Medical Wing's nursing service were able to complete the survey during a 6-week period in early 2012. The cross-sectional survey was administered, and study data were collected and managed using the Research Data Capture (REDCap) tools 29 hosted at the University of New Mexico Health Sciences Center Clinical and Translational Science Center. REDCap is a secure, web-based application designed to obtain and store encrypted data for research studies. Participants were able to complete the survey at work or home, and it was estimated to take no longer than 10 minutes to complete.
In-person informational sessions with potential participants were conducted on 2 occasions before the beginning of the study. The Chief Nurse and the supporting staff provided guidance and approval of an electronic memorandum that was sent via e-mail to potential participants. This memorandum acted as an invitation to participate, provided information about the study, gave instructions for completing the survey, and provided a web link to access the survey. To decrease concerns about a potential breach in confidentiality, e-mails were sent via blind carbon copy by a designated officer and enlisted staff member not in the chain of command of potential participants. One week after the initial e-mail was sent, three additional, follow-up e-mails were sent to potential participants.
Data Analysis
Descriptive analyses included means and standard deviations for the scale scores and frequencies and proportions or percentages for categorical variables and the dichotomized stigma and barriers items. Because of the small number of responses for each enlisted military grade subcategory, comparisons based on military grade were limited to officer versus enlisted grades. The Stigma and Barriers scale scores were compared using two-sample t tests for differences by gender, race (white, any other), ethnicity, military grade (officer, enlisted), previous access to MHS, and previous deployment for a contingency operation. One-way analysis of variance was used for differences between more than two groups: race (white, black, any other) and age group. Normality was assessed graphically; homogeneity of variance was assessed with Levene tests. If either assumption was questionable, an appropriate alternative test or test-statistic was used. Differences in proportions categorizing items as stigma or barriers to care were analyzed using c 2 or Fisher exact tests, as appropriate. For all analyses, a two-tailed p-value 0.05 was considered statistically significant. Because the study was largely exploratory, we did not adjust for multiple comparisons. Table II . Compared with the accessible population of Medical Wing nursing personnel, the study sample contained a higher percentage of White respondents (79.6% vs. 66.7%) and a lower percentage of Black respondents (10.9% vs. 19.8%). The respondents were also more likely to be 30 years of age (61.6% vs. 43.9%) and officers (52.6% vs. 37%) compared with all Medical Wing nursing personnel. Nearly half of the sample (48.3%) indicated they had previously accessed MHS. A majority of the sample (61.6%) had deployed for a contingency operation. Of those who had been previously deployed, the majority (83.8%) reported having been awarded an expeditionary medal.
RESULTS
Demographic characteristics are presented in
Perceived Stigma to Accessing MHS
The mean score for the Stigma scale was 3.1 (SD = 0.97), indicating an average response consistent with "Neither agree nor disagree" for the overall scale. The mean for each individual stigma item was also consistent with "Neither agree nor disagree." However, the standard deviation, median, and frequencies for each item response (Table III) showed differences among the items.
Responses dichotomized as either "Stigmatizing" or "Not Stigmatizing" are shown in Table IV . More than 50% of respondents agreed or strongly agreed with "Members of my unit might have less confidence in me" or "My unit leadership might treat me differently," whereas fewer than 40% agreed or strongly agreed with "It would be too embarrassing" or "My leaders would blame me for the problem." With the exception of "My leaders would blame me for the problem," at least onethird of respondents agreed that all other items were stigmatizing. Approximately 26% of the sample did not perceive stigma with any of the dichotomized items; however, approximately 11% of the sample perceived stigma with all six Stigma scale items. More than half (51.7%) perceived three or more items as stigmatizing.
Perceived Barriers to Accessing MHS
The mean score for the Barriers to Care scale was 2.1 (SD = 0.65), which represented an average response of "Disagree" for the overall scale. The means for the individual barrier to care items (Table III) indicated that the mean response for difficulty getting time off from work for treatment was "Neither agree nor disagree," whereas for all other barriers items, it was "Disagree." After dichotomizing items as either a "Barrier to Care" or "No Barrier to Care" (Table IV) , "Difficulty getting time off work for treatment" was the most frequently identified barrier (approximately 41%) followed by "It is difficult to schedule an appointment" (approximately 21%); fewer than 5% of the sample agreed with any other item. Approximately 51% of participants did not perceive any of the dichotomized items as a barrier to care, 27% Additional analysis was performed to determine whether a difference existed in the dichotomized responses for each stigma item based on military grade. An independent sample median test showed the median number of items perceived as stigmatizing by officers was three, compared with two for enlisted personnel, c 2 (df = 1) = 5.5, p = 0.019. Fisher exact tests were used to test differences by military grade in whether or not individual items were perceived as stigmatizing. Between officer and enlisted personnel, there were significant differences in the percentage of stigmatizing versus nonstigmatizing responses for the items "It would be too embarrassing" (42.3% vs. 27.6%, difference = 14.7%, 95% CI for difference = 1.8%-26.9%, φ = 0.15, p = 0.03), "It would harm my career" (55.0% vs. 37.8%, difference = 17.2%, 95% CI for difference = 3.7%-29.9%, φ = 0.17, p = 0.018), and "My leaders would blame me for the problem" (26.4% vs. 13.3%, difference = 13.1%, 95% CI for difference = 2.2%-23.5%, φ = 0.16, p = 0.024).
Military Grade and Perceptions of Barriers to Care
On average, officers reported a higher level of barriers to accessing MHS (M = 2.17, SD = 0.06) compared with the average response from enlisted personnel (M = 1.98, SD = 0.06), t(df = 206) = −2.19, p = 0.03. The mean difference (0.19, 95% CI = 0.02-0.37) corresponded to a small effect size (point-biserial r = 0.15), approximately 2.3% of score variance. However, the overall mean score in both groups was consistent with disagreeing that the issues identified were barriers. Because of the poor reliability for the Barriers to Care scale, whether in continuous or dichotomous forms, further analysis of differences by military grade was not performed.
Additional Analyses
On average, individuals who had accessed MHS at some time in the past reported a higher level of stigma (M = 3.2, SD = 0.83) compared with those who did not report accessing MHS (M = 2.9, SD = 1.07), t(197.01) = −2.3, p = 0.022. The mean difference, 0.31 (95% CI = 0.04-0.57) points, corresponded to a small effect size (point-biserial r = 0.16). No statistically significant differences in the mean Stigma scale responses were found based on gender, race (whether 2 or 3 groups), ethnicity, age group, or previous deployment for a contingency operation.
DISCUSSION
This exploratory study is the first specifically to explore perceptions among USAF nursing personnel of stigma and barriers associated with accessing MHS. The Stigma scale demonstrated strong internal consistency reliability. Despite an overall mean response to the Stigma scale consistent with "Neither disagree nor agree," responses to individual scale items demonstrated that a majority of respondents agreed with at least three of the Stigma scale items. The most common respondent concerns were that if they were to seek MHS, they might be treated differently by unit leaders and peers in their units might have less confidence in them. More than 40% believed there might be adverse career consequences or others might view them as weak. More than onethird felt it would be personally embarrassing to seek mental health treatment.
Although no significant differences in overall responses were found based on deployment history, the sample's dichotomized responses to all items of the Stigma scale, with the exception of "My leaders would blame me for the problem," were comparable to responses reported in studies [1] [2] [3] [4] [5] [6] of soldiers and marines who met screening criteria for or reported a mental health disorder after a deployment to Afghanistan and Iraq (Table I) . Most participants did not perceive their leaders would blame them for having a mental health disorder; however, participants expressed concerns about decreased peer confidence in their ability and changes in the way they would be treated by leaders if it were known they had sought MHS. That these perceptions were relatively common among nursing personnel is especially worrisome. The expression of these attitudes may reflect subjective norms toward treatment seeking that would undoubtedly influence decisions about whether or not to seek treatment for oneself and could conceivably affect the willingness of nursing personnel to recommend seeking MHS to those in their care. These findings suggest that continued efforts to decrease perceptions of stigma are necessary to increase the likelihood of seeking MHS when needed.
Significantly larger proportions of officers versus enlisted personnel responded affirmatively to three of the six stigma items, specifically, "It would be too embarrassing," "It would harm my career," and "My leaders would blame me for the problem." The median number of items deemed stigmatizing was also higher for officers compared with enlisted personnel. These findings stand in contrast to previous findings 8 that junior enlisted soldiers were more likely to express concern that seeking MHS would affect their career progression and self-image. Because officer nursing personnel are required to earn a baccalaureate degree in nursing before commissioning in the USAF, which includes didactic and clinical experiences with mental health nursing care, the significantly higher report of stigmatizing responses was not expected and certainly cannot be ascribed to a lack of familiarity with the military health care system. The Barriers to Care scale did not demonstrate adequate internal consistency with this sample, and only one item, "There would be difficulty getting time off work for treatment," was viewed as a barrier by more than 25% of respondents. The participants generally perceived either no or few barriers to accessing MHS, with more than half replying that they perceived no barriers to accessing MHS. Because participants were located in a metropolitan setting, it is likely that Airmen had transportation to travel to and from work and that sufficient MHS were available. Given the medical resources available within the setting, it is probable that service members could use their TRICARE medical insurance to access military or civilian providers. Dichotomized responses to two Barriers to Care scale items ("It is difficult to schedule an appointment" and "There would be difficulty getting time off work") were comparable to previous responses found in the literature 2,5 from soldiers and marines returning from a deployment to Afghanistan and Iraq who met screening criteria for or reported a mental health disorder.
This study had several limitations. Convenience sampling increased the likelihood of self-selection bias. We also did not conduct a power analysis to achieve a predetermined degree of precision in CI estimates. The poor internal consistency of the Barriers to Care scale limited any inferences about differences between groups in perceived barriers to care; however, overall, barriers to care were less of a concern than stigma in this sample. To protect confidentiality, participants were not asked whether they had been diagnosed with a mental health disorder. We did ask about past use of MHS, but did not attempt to determine when that occurred or the reason for accessing MHS. Therefore, the finding that those with a history of seeking MHS had higher mean scores for the Stigma scale is not necessarily a reflection on experiences with MHS treatment seeking in the military.
As this was an exploratory study, we chose not to correct for multiple comparisons. For the six items of the Stigma scale, a Bonferroni correction for a single comparison would have been p 0.008. We believe that is excessively stringent for an exploratory study. Instead, we reported 95% CI for differences and, where appropriate, standardized effect size estimates. We believe that provides adequate information for evaluating the magnitude of differences that we report.
Finally, this study was conducted at a single site, albeit one of the largest Medical Wings in the USAF. Therefore, the representativeness of these findings is uncertain. Replication of the study at multiple settings with a larger, more representative sample would be desirable. In-depth individual or focus group interviews with nursing personnel would also be beneficial to provide insight into reasons and experiences that underlie the perceptions that survey data identify and may help determine how perceptions of stigma and barriers to MHS affect the care that nursing personnel provide to service members and civilian beneficiaries.
